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Introduction

I
n many countries, paid sick leave is an important means for improving employee health and organizational productivity. Societies aim to sustain the productivity of their human resources by enabling workers to access medical care and follow the recommended treatment to facilitate faster recovery and illness prevention. This is done by providing economic compensation for work days lost to worker illness through social health insurance or national health systems (Heymann et al., 2010; Lovell, 2004; ScheilAdlung & Sandner, 2010) .
Despite economic compensation for sick leave, many employees occasionally attend work when unwell, termed presenteeism (Johns, 2010) . This behavior is prevalent among employees within the educational sector and the health and welfare services (Aronsson et al., 2000) , and is particularly seen among physicians. International studies have registered that more than 80% of physicians report working through illness (Bracewell et al., 2010; McKevitt et al., 1997; Rosvold & Bjertness, 2001; Sendén et al., 2013) , while being unable to carry out their duties to the best of their ability (Waldron, 1996) . This behavior is unlikely to benefit the physicians, their colleagues, or their patients. Presenteeism has been associated with negative personal outcomes, such as decreased general health (Aronsson et al., 2011; Bergström et al., 2009) , depression (Conway et al., 2014) , burnout (Miraglia & Johns, 2015; Thun et al., 2014) , and future sickness absenteeism (Bergström et al., 2009; Gustafsson & Marklund, 2011; Hansen & Andersen, 2009) , and with negative organizational outcomes such as decreased performance and productivity (Dellve et al., 2011; Hemp, 2004; Schultz et al., 2009 ). Presenteeism has also been identified as a risk factor for committing serious errors and safety violations (Niven & Ciborowska, 2015) , and in disease transmission (Widera et al., 2010) . To limit presenteeism's role as a health hazard (Widera et al., 2010) and to promote health among physicians and their patients, it is vital to investigate initiatives to decrease this behavior among physicians.
Research has focused on identifying occupational, personal, and work factors in the medical profession that contribute to presenteeism among physicians (Gudgeon et al., 2009; Henderson et al., 2012; McKevitt et al., 1997; Rosvold & Bjertness, 2001; Sendén et al., 2013; Thompson et al., 2013; Waldron, 1996) . An often overlooked aspect is possible societal level antecedents that are the result of welfare benefits such as paid sick leave. The latter is a highly relevant factor, as it aims to facilitate a healthy balance between work, economic loss, and necessary rest and restitution in times of ill health among employees.
Several researchers have emphasized that the broader societal environment affect work conditions and employee's perceptions, attitudes, and behaviors concerning sickness presenteeism (Claes, 2011; Dew et al., 2005; Hansen & Andersen, 2008; Hansson et al., 2006) . Findings from a recent meta-analysis of the correlates of presenteeism show that stricter absence policies were associated with higher presenteeism (Miraglia & Johns, 2015) . A study among Swedish employees found that when insurance systems were more generous, the aggregate number of sick days increased, and when the systems were more austere, the number fell (Henrekson & Persson, 2004) . These results may indicate that employees working in countries with less generous insurance systems replace absenteeism with presenteeism due to economy. Arguably, generous public insurance systems can potentially inhibit sickness presenteeism, while more austere systems are expected to increase sickness presenteeism. If so, it is relevant to investigate if sickness presenteeism scores among European physicians vary according to national legislations concerning paid sick leave.
To classify the welfare regimes of the included countries, we used Bonolis (1997) classification on the degree of social welfare provided and mode of delivery within each country as an analytic tool (Hagelund & Bryngelson, 2014) . According to Bonoli (1997) , Sweden and Norway have a Nordic welfare state regime with high social expenditure, financed through taxation and designed to prevent poverty for the entire population. Italy has a Southern welfare state regime with low social expenditure, which is financed through earnings-related contributions to provide income maintenance. The International Social Security Association (2004, 2012) shows that welfare state regimes vary substantially in their legislation concerning paid sick leave. Despite the many similarities between the Norwegian and Swedish welfare states, their sickness insurance systems have developed differently (Hagelund & Bryngelson, 2014) . Employees in Norway are guaranteed full pay from the first day of illness-related absence. In Sweden, employees are entitled to receive 80% of wages, with no legal guarantee of pay for the first day of illness-related absence. Italian employees are entitled to receive between 50.0 and 66.7% of their wages, depending on the length of absence, with no legal guarantee of pay for the first 3 days. No changes in wage replacements levels have occurred in any of these countries between (International Social Security Association, 2004 . If paid sick leave indeed leads to decreased sickness presenteeism among physicians, then it is relevant to investigate whether physicians working in countries with lower economic compensation for illness-related absences report higher rates of presenteeism than those working in countries with more extensive economic compensation.
Research on presenteeism has uncovered a range of demographic variables that potentially influence the decision to work when sick, including gender (Gosselin et al., 2013; Johns, 2010) , age (Aronsson & Gustafsson, 2005; Gosselin et al., 2013) , work hours (Bockerman & Laukkanen, 2010b) , and family status (i.e., having children; Aronsson et al., 2000) . In addition, type of work has been associated with presenteeism among physicians (Rosvold & Bjertness, 2001) . The social responsibilities found in university hospitals that include patient treatment, teaching, and research (Borges et al., 2010) constitute care demands that affect presenteeism among physicians (Elstad & Vabø, 2008) . Sick leave has also been shown to be more frequent among women, older employees, and single parents (Scheil-Adlung & Sandner, 2010) . On a societal level, the unemployment rate and female employment rate are relevant indicators of the labor market and may influence presenteeism. High unemployment has been related to lower absence rates (Shoss & Penney, 2012) and may stimulate presenteeism, as it reflects job insecurity (Claes, 2011) . As women have a tendency to have higher presenteeism than men (Bockerman & Laukkanen, 2010a; Leineweber et al., 2011) , a high female employment rate may stimulate presenteeism. These demographic variables are important confounders in the association between paid sick leave and presenteeism, as they play a crucial role in reported incidents of paid sick leave across countries (Scheil-Adlung & Sandner, 2010) .
The aim of the current study was to investigate if sickness presenteeism varied according to differences in economic compensation for sick leave among senior consultant physicians working in Sweden, Norway, and Italy. We hypothesized that less economic compensation for illness-related absences from work leads to increased probability of presenteeism. Accordingly, we expected that senior consultant physicians from Italy would report higher scores of sickness presenteeism than senior consultant physicians in Sweden and Norway. Sweden was expected to report higher presenteeism scores than Norway, while Norway was expected to have the lowest scores of the three countries. We also hypothesized that the association between presenteeism and country would remain even after controlled for gender, age, family status, work hours, and work content.
Method Sample
The sample consisted of senior consultants who participated in phase I (2004-2005) and phase II (2012 II ( -2013 in the study of Health and Organization among University Hospital Physicians in Europe (HOUPE). The HOUPE-study is a research program concerning work-related health, organizational culture, career paths, and working conditions among university hospital physicians. We used repeated cross-sectional data from university hospitals in Sweden, Norway, and Italy. The repeated cross-sectional design enables us to analyze aggregated change over time and is commonly used to analyze population or group change (Rafferty et al., 2015) .
All permanently and actively working physicians at the three university hospitals were invited to participate in the two phases of date collection. Because of differences in employment status in the three countries, resident physicians were not included in the current study. The study sample consisted of 1326 senior consultant physicians from phase I (Sweden N = 753, response rate = 40.0%, Norway N = 223, response rate = 50.2%, and Italy N = 350, response rate = 41.3%) and 1403 senior consultant physicians from phase II (Sweden N = 735, response rate = 37.0%, Norway N = 331, response rate = 66.7%, and Italy N =337, response rate = 39.4%). Nonrespondent analysis of the samples showed a representative response rate based on sex and age in all three countries.
Procedure
Eligible participants received a written invitation that included information about the purpose of the study, guarantees for their anonymity, and plans for subsequent dissemination of the results. Swedish and Norwegian participants received a letter containing log-on information for accessing a web-based questionnaire at www.houpe.no, hosted in Norway. A paper version of the questionnaire was sent to respondents in Italy, as well as to respondents in Sweden (phase I) and Norway (phase I and II) who were reluctant to respond electronically. The survey used for Swedish and Norwegian participants was conducted in English, and Italian respondents received the questionnaire in Italian. Back-translation (Brislin et al., 1973) between English and Italian was used for the Italian questionnaire. Participation was voluntary and confidentiality was guaranteed. The study was approved by the administrations of each hospital, in addition to the respective national Regional Ethical Boards and data inspectors.
Measures
Sickness presenteeism
A single self-reported item measured sickness presenteeism (Rosvold & Bjertness, 2001; Sendén et al., 2013) : 'Have you gone to work with an illness in a situation where you would have recommended a patient to stay at home?' Responses were given on a 5-point scale from Very seldom or never (1) to Very often or always (5).
Demographic variables
Gender, age (under 39, 40-54 years, and 55 years and over), and work hours (employees who work night shifts or on call duty = 1, employees who do neither = 0) were included as potential confounders in the analysis. To control for respondents' family status, we included civil status (in a relationship = 1, not in a relationship = 0), partner's employment status (partner in paid employment = 1, partners not in paid employment = 0), and children (one or more children = 1, no children = 0). Work content was measured by how much of the respondents' work was taken up by patient care, teaching, research, and management/administration. Response were given in percentages and summed to 100%.
Statistical Analysis
Cross-country differences in sickness presenteeism were analyzed by analysis of variance (ANOVA). Due to unequal sample sizes, post-hoc comparisons were performed using the Games-Howell test (Field, 2009) .
Ordinary linear regression analyses were conducted to adjust for demographic variables and work tasks on the relationship between country and sickness presenteeism. Sickness presenteeism served as the dependent variable, with Italy as the reference category for country. The analyses were conducted with two models. The unadjusted betas were calculated in Model 1. Model 2 adjusted for the demographic variables of gender, age, work hours, family status, and work content (patient care, research, teaching, and management and administration). No multicollinearity between the demographic variables was detected, and the dependent variable was sufficiently normally distributed for use in ordinary linear regression.
To investigate if the variation by country at phase I differs from the variation by country at phase II, we performed a univariate linear regression with sickness presenteeism as the dependent variable and, country, time, and the interaction between country and time as fixed factors. Gender, age, work hours, family status, and work content were covariates.
Differences between country scores of sickness presenteeism between phase I and phase II were tested by independent sample t-test.
The statistical software IBM SPSS version 20 was used throughout the analyses. Table 1 summarizes a country comparison of welfare state regime, labor market indicators, and registered sick leave by the hospitals included in the current study. Unemployment rate and female employment rate were stable from 2005 to 2012 in all three countries with the exception of the unemployment rate in Italy, which increased from 7.7% in 2005 to 10.6% in 2012. Norway had the highest rate of practicing physicians per 1000 population (4.3), while Italy had the lowest (3.9). Hospital-registered sick leave rates in Sweden (3.0-2.8%) and Norway (3.4-3.7%) indicate stability between phase I and II. However, we were not able to gain information from Italy because of ethical restrictions by the hospital. Table 2 provides an overview of mean scores, prevalence, standard deviations, and 95% confidence intervals of sickness presenteeism in Sweden, Norway, and Italy. Italian respondents had the highest mean score of presenteeism in both phases of the study. Norway had the lowest mean score at phase I, while Sweden had the lowest mean score at phase II. To compare our results with other studies, the prevalence of sickness presenteeism was computed, defined as those who indicate that they sometimes or often went to work while ill (phase I: Sweden = 73%, Norway = 74%, and Italy = 86%; phase II: Sweden = 64%, Norway = 76%, and Italy = 79%). Country differences in reported sickness presenteeism were indicated by inspection of 95% confidence intervals, and were confirmed at both phase I, F (2, 1323) = 9.89, p < .001, ω = .12, and phase II, F (2, 1400) = 11.08, p < .001 ω = .12. The observed effect sizes were considered small (Cohen, 1992) . A test of the within-country differences between the two phases showed that Sweden and Italy reported significantly lower scores of sickness presenteeism at phase II.
Results
At phase I, the Games-Howells post-hoc test revealed that Italy had significantly higher scores of sickness presenteeism than Sweden (p < .001) and Norway (p < .001). Even though Sweden did report higher presenteeism scores than Norway, the difference was not significant. At phase II, the higher scores of presenteeism in Italy were significant Between-country differences are marked with different subscripts. Within-country differences between phase I and phase II were tested using the Student's t-test. d = Cohen's d; n = sample in each country; M = mean; (%) = percentage of the respondents who sometimes or often had gone to work while ill; SD = standard deviation; CI = confidence interval; n.s. = not significant. * p < .01, ** p < .001
when compared to Sweden (p < .001), but not significant when compared to Norway. Sweden had significantly lower scores of sickness presenteeism than Norway (p < .01) at phase II. The regression analyses at phase I (Tab. 3) show that Sweden and Norway had significant lower mean values than Italy in both Model 1 and Model 2. At phase II, the beta values were significant for Sweden and not significant for Norway in both Model 1 and Model 2. Of the control variables, gender was significant in both phase I and II, and doing research was significant at phase II.
The univariate linear regression showed a significant effect of both country, time, and their interaction (p < .004 in Model 1 and p < .001 in Model 2). An illustration of the difference between country mean scores of sickness presenteeism at the two phases is shown in Fig. 1 . Note: β = standardized beta CI = confidence interval; ΔR 2 = adjusted R square; p = p value, and is considered significant at p < .05.
discussion
This two-phased cross-sectional study has shown that, in a sample of senior consultant physicians employed at university hospitals in Sweden, Norway, and Italy, sickness presenteeism scores did, to some extent, vary in accordance with national policies on paid sick leave. The prevalence of presenteeism in the current study corresponds to similar studies that report that up to 80% of physicians work while ill (Bracewell et al., 2010; McKevitt et al., 1997; Rosvold & Bjertness, 2001; Sendén et al., 2013; Waldron, 1996) . The current results also show there were country differences in presenteeism among senior consultants. The results partly support our main hypothesis that countries with higher economic compensation for illness-related absences, such as Scandinavian countries, have lower scores of presenteeism than countries with less economic compensation, such as Italy. However, the difference in presenteeism scores between the three countries at phase I varied from the difference at phase II, despite there being no changes in wage replacement covered by the national insurance system in each country in the same period (International Social Security Association, 2004 . The current results can reflect changes in the labor market in the countries of the physicians participating in the current study. Although Italy increased its unemployment rate, both general unemployment rate and female employment rate were stable in the Scandinavian countries from phase I to phase II (OECD, 2015a). Presenteeism can be a manifestation of job insecurity in periods of high unemployment rate. However, reported presenteeism decreased in a period of higher prevalence of unemployment in Italy, and decreased in Sweden in the same period. Accordingly, it might be more relevant to explain these changes in terms of important system factors that could be influential for the professional group within each hospital. After the initial data collection of the HOUPE-study in 2005, the Swedish host hospital introduced an intervention project in 2006 that used survey feedback seminars to initiate organizational change . Altogether, 20 feedback seminars were conducted and 250 physicians participated in these meetings, which aimed to improve physicians' health and work satisfaction. These seminars were regarded as successful, as they achieved acceptance for organizational change and may have influenced pressure to attend among the physicians (unpublished data).
In Italy, a recent debate concerning medical liability (Motta & Nappi, 2014) and the high costs of the criminal proceedings related to medical malpractice (Traina, 2009 ) has been prominent in the national arena. The debate has resulted in physicians' increasingly practicing defensive medicine (Traina, 2009) . As physicians become more defensive so as to avoid potential litigation, they may also become more cautious of going to work while ill, as this may increase the risk of making mistakes. Recently, the Italian parliament approved a new law that includes physicians in the right to at least 11 hours of rest after a 24 hours shift [Law of 30 October 2014 (Legge 30 ottobre 2014)]. The ongoing debate that occurred in the lead up to this legislation may have influenced the physician's behavior in this study, and reduced the observed presenteeism scores of Italian physicians.
Of the control variables included in the current study, gender and conducting research made a significant contribution in the models. Women had higher sickness presenteeism than men in both phases of the study, which is parallel with earlier findings (Aronsson & Gustafsson, 2005; Gosselin et al., 2013) . Conducting research was associated with increased sickness presenteeism among physicians included in the current study. The competing responsibilities of research, teaching, and clinical work represent a difficult demand for all clinical academics (Conrad et al., 2010) , which could fortify higher attendance pressure. The results of the current study may indicate that conducting research represents a demand that pressures physicians to work while ill.
When interpreting the results from this study, it is important to keep in mind that our sample consisted of senior consultants working at university hospitals. The situation may be different for physicians working in private practice (Rosta et al., 2014; Rosvold & Bjertness, 2001) , or for other health care professionals working under different working conditions. A high prevalence of presenteeism has not only been reported among physicians, but also in other occupations in the health and welfare services as well (Aronsson et al., 2000) . As physicians may be regarded as financially privileged, the impact of the financial aspects of paid sick leave may be of greater importance in occupational groups in the health and welfare services, where average earnings are lower. Aronsson et al. (2000) investigated sickness presenteeism in relation to occupation and personal income among employees in Sweden. Contrary to their findings that those with the lowest monthly income were more likely to attend work while ill, medical doctors was the only occupation that manifested high monthly income and high sickness presenteeism. This can reflect that having the economic resources and work stability to support the current standard of living in the foreseeable future is equally as important for physicians as it is for the rest of the workforce. The extensive negative consequences of presenteeism among physicians, referred to in the introduction of this paper, underpin the importance of investigating potential factors that may reduce such behavior.
Future research in the domain of presenteeism is recommended, including further investigation of differences in national insurance systems and how changes in these systems are reflected in employee behavior. As discussed, there are a range of aspects in the higher structural environment that may influence whether and how workers change their behavior. Longitudinal studies that track the development of national insurance policies together with measures of sickness presenteeism would be of high relevance to understand how the social structures of welfare systems affect employee behavior. An obstacle to performing such international cross-country comparisons is the complete lack of international databases measuring sickness presenteeism (Claes, 2011) .
With regard to hospital physicians, research on ways to reduce the high prevalence of presenteeism is still highly relevant. As physicians from Norway (who are fully paid when sickness absent) and physicians from Italy (who first after 3 days of absence receive between 50 and 66.7% of their wage after the first 3 days of absence) both report high levels of sickness presenteeism, paid sick leave alone may not explain the high prevalence of presenteeism among physicians. Paid sick leave is an important tool for society to sustain the productivity of its human resources, by enabling workers to access medical care and follow the recommended treatment to facilitate faster recovery and illness prevention. However, factors other than economic compensation may have greater influence on presenteeism behaviors among hospital physicians. Concern over patient care (Gudgeon et al., 2009) , difficulties in arranging cover (McKevitt et al., 1997) , and the role identity that physicians are invincible (Henderson et al., 2012; Thompson et al., 2013 ) may all be challenges that are inherent to the work environment and may influence presenteeism.
Strengths and Limitations
This study contributes to the existing literature by investigating the relationship between sickness presenteeism and paid sick leave in an occupation that has shown to have a high prevalence of sickness presenteeism worldwide. The major strength of this study was the repeated cross-sectional design and the inclusion of countries with various paid sick leave policies. Nevertheless, there are several limitations to account for while interpreting the results of this study. The current results derived from cross-sectional data rely on self-reported data, and were thus not oriented toward causality but rather toward variations in sickness presenteeism. With regard to the use of self-reported data, it is difficult to use other measures of sickness presenteeism because only the individual knows if he or she is sickness present or not (Claes, 2011; Johns, 2011) .
However, one must be cautious in generalizing the study findings, as the sample consists of senior consultants. In contrast, residents are employed in an educational position and are less economically robust than their senior colleagues. Therefore, residents may be more prone to sickness presenteeism, as they are more exposed to the economical consequence of absence. There may also be structural factors or processes in each hospital not accounted for in the current study that may affect sickness presence. As the welfare system constitutes an important facilitator for all ill workers within a country, regardless of profession, these results could be relevant to other occupations. However, one must be cautious in generalizing cross-sectional data, as there can be systematic differences in presenteeism rates between sectors and occupations within a country (Aronsson et al., 2000) . Research investigating occupational differences in the relative importance of sickness benefits within each country can be relevant in future discussions and decisions about national benefit schedules.
Another limitation is that sickness presenteeism was measured with a single-item question, asking if the physicians had gone to work with an illness they would have recommended a patient to stay at home. However, in some cases, single-item questions are appropriate measures to use (DeSalvo et al., 2006) . Our question differed from that of other studies in that our question was not limited to a defined period of 6 or 12 months (e.g., Aronsson et al., 2000) , and it thus forced physicians to consider themselves as patients and better relate to situations where they would have recommended patients to take sick leave (Sendén et al., 2013) . Arguably, the question that was used applied more to the specific context of physicians than those of earlier studies.
Cultural differences on how legitimate it is to be absent from work have also shown differences between countries (Addae et al., 2013) , and are not accounted for in this study. However, we asked a question on presenteeism that forced the physicians to answer concerning a common context (i.e., in which they would have recommended their patient to stay home from work). Consequently, the symptoms that the physicians reported as presenteeism in this study were severe enough to be entitled to sickness certificates.
conclusion
Sickness presenteeism is prevalent among physicians, and the need to investigate initiatives to reduce presenteeism among physicians is evident, due to its harmful consequences. In this regard, paid sick leave is a relevant factor for potentially reducing presenteeism. However, other pieces of legislations, such as workhours and medical liability, may also influence how employees think about sickness presenteeism. To reduce the high prevalence of harmful presenteeism among physicians, it is important further to investigate potential social initiatives including national schedules for welfare benefit.
